Objectives: To address a gap in our understanding of the long-term consequences of nativity and age of migration for the health of the Mexican elderly population. Method: We employ age graded latent growth curve models stratified by gender to examine the extent of physical functioning and disability, measured in terms of performance-oriented mobility assessments (POMAs) and activities of daily living (ADLs) after age 65 in a large longitudinal sample of Mexican-origin individuals. Results: Self-care measured ADLs show no age of migration differences. However, physical capacity measured POMAs differ significantly for men and women by age of migration. Migrants who arrived in midlife have fewer functional limitations at age 65 but have steeper increase in POMAs with age. Discussion: With a rapidly changing demographic profile that includes a large number of aging Mexican-origin immigrants, our society must implement social and health policies to ameliorate the negative health outcomes among immigrant and U.S.-born minority groups.
The rapid growth experienced by the older population of the United States over the past several decades is significantly driven by the increase in the number of aging Mexican Americans. However, the U.S. Mexican-origin population is not a homogenous group and the health of this group in later life varies considerably depending on nativity, social and cultural environment, health behaviors, and socioeconomic status (Angel, Buckley, & Sakamoto, 2001; Markides & Gerst, 2011) . In 2011, the foreign-born accounted for approximately 49% of Mexican elderly aged 65 and older in the United States (Gonzalez-Barrera & Lopez, 2013) . Their number, coupled with the poorer economic conditions in Mexico, has generated much debate among researchers and policy makers because immigrant health has important consequences for the large and growing elderly Latino population and, by extension, the U.S. elderly population in general (Markides & Rote, 2015) .
The connection between immigration and health is complex, with health outcomes dependent on a host of factors related to migration selection and subsequent incorporation into the United States (Palloni & Morenoff, 2001; Treas, 2015) . For instance, migration selectivity is thought to shape the health profiles of immigrants Bostean, 2013) . A growing body of evidence suggests that individuals who migrate are not a random crosssection of their origin population, but tend to be healthier, on average, than both nonmigrants and their U.S.-born counterparts (Jasso, Massey, Rosenzweig, & Smith, 2004) . However, foreign-born Mexican immigrants are more likely than their U.S.-born counterparts to have low levels of education, limited economic resources, less access to health care, and work in physically taxing and low-skilled jobs which are associated with negative health outcomes (Angel et al., 2001; Markides & Gerst, 2011) .
Furthermore, unhealthy behaviors due to negative acculturation (i.e., smoking, drinking, and poor diet) have serious repercussions and may erode health over time (Antecol & Bedard, 2006; Riosmena, Everett, Rogers, & Dennis, 2015) . Additionally, recent research suggests that foreign-born Mexicans who live longer tend to have more functional limitations and disabilities than their U.S.-born counterparts (Angel et al., 2014; Garcia, Angel, Angel, Chiu, & Melvin, 2015; Melvin, Hummer, Elo, & Mehta, 2014; Hayward, Hummer, Chiu, González-González, & Wong, 2014) . Thus, the cumulative disadvantage immigrants experience over the life-course may also have a deleterious effect on their health trajectories in later life (Dannefer, 2003; Ferraro & Kelley-Moore, 2003) .
Research points to age of migration as an important factor in immigrant health, in part because the timing of migration can shed light on the cumulative exposure to (i) a new social, cultural, and physical environment; (ii) the length of exposure to environmental conditions in the country of origin; (iii) the degree of health selectivity upon arrival; and (iv) the ability to maintain good health (Colón-López, Haan, Aiello, & Ghosh, 2009; Gubernskaya, Bean, & Van Hook, 2013; Gubernskaya, 2014) . Disregarding these important factors results in an incomplete understanding of causal links between exposures and health patterns throughout the life-course among older Mexican immigrants, a population poorly characterized relative to other racial/ethnic groups. Recent research finds an association with age of migration and lower mortality (Angel, Angel, Díaz Venegas, & Bonazzo, 2010) , higher risk of cardiovascular mortality (Colón-López et al., 2009) , declining cognitive function (Hill, Angel, Balistreri, & Herrera, 2012) , and poorer trajectories of self-rated health (Gubernskaya, 2014) . Our analysis extends this line of inquiry by focusing on two separate measures of disability and physical functioning in later life: activities of daily living (ADLs) and performanceoriented mobility assessments (POMAs).
From a life-course perspective, we argue that migration history reflects people's early-life experiences, as shown by negative health outcomes later in life that result from the cumulative disadvantage associated with low socioeconomic status, limited social and educational opportunities, and greater exposures to occupational hazards (Dannefer, 2003; Ferraro & Kelley-Moore, 2003) . We draw on a unique data set, the Hispanic Established Populations for the Epidemiologic Study of the Elderly (H-EPESE) to address the following question: Does the healthy immigrant effect in mortality extend to disability and physical functioning trajectories among foreign-born Mexican elderly by age of migration?
Background
Despite their lower socioeconomic status, Latinos fare comparably with Whites on many measures of health, including rates of cancer, heart disease, and all-cause mortality (Markides & Eschbach, 2005) . This overall health advantage is largely driven by the Mexican-origin population, a group that constitutes approximately two thirds of the Latino population of the United States (Markides & Rote, 2015) . Although a clear advantage has been documented for mortality, evidence remains mixed for other health indicators such as disability (Markides & Rote, 2015) .
A growing body of literature documents higher rates of disability among U.S.-born and foreign-born Latinos relative to U.S.-born Whites (Hayward et al., 2014) . Specifically, recent findings on functional health status indicate substantial differences by race/ethnicity and nativity among the elderly U.S. population, with U.S.-born Latinos generally shown to suffer from the poorest outcomes (Cantu, Hayward, Hummer, & Chiu, 2013) . For example, using 2000 Census data, Markides, Eschbach, Ray, and Peek (2007) found that both older men and women of Latino-origin reported higher levels of disability (i.e., selfcare, physical, etc.) at older ages than non-Latino Whites. Whereas Cantu and colleagues (2013) found that foreignborn Latinos have the longest life expectancies at age 50 and have a lower prevalence of functional limitations compared with non-Latino Whites. These studies indicate that U.S.-born Latinos do not share the same health advantages as their foreign-born counterparts. Conversely, Hayward and colleagues (2014) found that foreign-born Latinos regardless of gender exhibited the greatest burden of disability among all racial/ethnic groups (including U.S.-born Latinos) in terms of number of years of life spent with an ADL limitation. This study found support for the immigrant advantage in mortality, but not in disability.
In a recent study, Melvin and colleagues (2014) found foreign-born Mexican individuals more likely to report functional limitations and ADL disability than their U.S.-born counterparts in midlife (50-64 years), a pattern that is reversed in late life (65 and older). Furthermore, data from the H-EPESE document important interactions by nativity. Foreign-born Mexican-origin women have the longest life expectancy yet also spend more of their elderly years with ADLs and functional limitations than their co-ethnic group members (Angel et al., 2014; Garcia et al., 2015) . Similarly, older foreign-born men spend more years ADL disability free after age 65 and are also less likely to report ADL disability at age 75 and older compared with U.S.-born Mexican American men (Garcia et al., 2015; Nam, Al Shih, & Markides, 2015) .
Although these studies provide mixed results regarding the functional mobility and disability status of Mexican elderly people, the investigators notably did not examine heterogeneity within the foreign-born population. This research aims to add to the discourse on the health of Mexican elderly population by examining disability and physical functioning trajectories by age of migration and gender to assess how immigrant advantages and disadvantages are shaped by the life-course experiences of migration timing and gender.
Hypotheses
The life experiences of Mexican elderly people are likely shaped by where they are born and, for the foreign-born, when they immigrated to the United States. A life-course perspective emphasizes the advantages/disadvantages that can accumulate-including race/ethnicity, migration history, gender, age, education, socioeconomic differences, and childhood experiences-to create trajectories of wellbeing in later life (Dannefer, 2003; Ferraro & Kelley-Moore, 2003) . From this perspective, we test the "healthy immigrant effect," by age of migration, among foreign-born Mexican elderly people living in the United States. Age of migration can be useful for understanding health disparities in old age by approximating type of migration, degree of selectivity, and exposures to social inequality among Mexican immigrants (Colón-López et al., 2009; Gubernskaya et al, 2013; Gubernskaya, 2014) . Although previous research has found Mexican migrants to have both better and worse health at older ages, we expect that disability trajectories will illustrate both health selection and cumulative disadvantage.
We hypothesize that midlife migrants (20-49 years) who likely came in search of occupational opportunities will exhibit better health outcomes at baseline (selectivity) and steeper rates of decline (cumulative disadvantage). In contrast, we hypothesize health selectivity to be weaker among Mexicans who migrated to the United States in early life (0-19 years) as children or adolescents because they do not themselves necessarily have to meet the demands required for migration. In addition, they are more likely to have health behaviors that resemble the U.S.-born. As such they will have a greater loss in physical functioning and more disabilities than midlife migrants. However, early-life migrants also have more socioeconomic opportunities to accrue financial resources that may lead to favorable health outcomes in late life. Thus, we expect early-life migrants to have similar health outcomes as the U.S.-born. Lastly, we hypothesize weaker health selectivity among late-life migrants (50+) as older Mexican migrants are more likely to migrate for family reunification purposes rather than to seek employment (Markides et al., 2007) . In addition, latelife migrants may have limited opportunities for economic and social incorporation to accumulate resources that benefit good health (Treas, 2015) .
Method

Data
Using data from the Hispanic Established Populations for the Epidemiologic Study of the Elderly (H-EPESE), we document nativity differentials in physical functioning and disability trajectories among Mexican-origin elderly people. The H-EPESE is a large, multistage probability sample of older Mexican Americans residing in five southwestern states: Arizona, California, Colorado, New Mexico, and Texas (Markides, Rudkin, Angel, & Espino, 1997) . The surveys provide detailed information on health and physical functioning, immigration history, and demographic characteristics for a sample of 3,050 individuals of Mexican origin aged 65 years and older when first interviewed in 1993-1994. This panel was re-contacted in 1995-1996, 1998-1999, 2000-2001, 2004-2005, 2007, and 2010-2011 for a total of up to seven observations per person. Due to attrition in the original cohort, a new cohort of 902 individuals was added in 2004 to increase sample size and statistical power. Proxy respondents are omitted as are those with missing data on covariates. Individuallevel data from 1993-2011 are used to construct growth curve trajectories by age across survey years. Respondents ranged in age from 65 to 107 years. The final analytic sample includes 4,387 observations for 1,483 men and 6,769 observations for 2,051 women. The average respondent contributed 3.2 waves of data. Individuals must be present for at least two waves to be included in the analysis.
Measures
We use two separate measures to assess differentials in physical functioning and disability. A loss in physical capacity is the inability to perform everyday activities such as walking, lifting, balancing, and grasping. We use the POMA to assess functional limitations. The POMA is based on three tasks rated by the interviewer to assess a respondent's ability to rise and sit from a chair, walk across the room, and balance while standing (Guralnik, Ferrucci, Simonsick, Salive, & Wallace, 1995) . Each task the individual cannot complete is coded as a POMA limitation. The sum of these limitations is the POMA limitation score (0-3).
Disability is defined as an elderly person's difficulty or inability to perform social roles and self-care tasks which are crucial for independent living (Crimmins, 2004) . We use ADLs to assess disability. ADL measurements, commonly used in aging research, are well documented as reliable scales to assess disability (Smith et al., 1990) . To assess ADLs, respondents are asked if they can independently perform the following tasks: walk across a small room, bathe or shower, perform personal grooming, dress, eat, get into or out of a bed, and use a toilet (Branch, Katz, Kniepmann, & Papsidero, 1984) . If respondents indicate they need help with or are unable to perform a task, they are scored as having an ADL disability. An ADL summary score for all seven tasks (0-7) provides a model of disability.
The main variables of interest refer to respondent's nativity and, for the foreign-born, age of migration. To measure life-course stage at migration, we include three age of migration groups: those who arrived in childhood (0-19 years); middle age (20-49 years); and late life (after age 50). In the analysis, individuals born in the United States are coded as 0 and serve as the reference group.
The following sociodemographic variables are used in the analysis: gender, age, education, financial strain, and living arrangements. Gender corresponds to whether the respondent is female or male. Physical functioning and disability trajectories are age graded using age centered at age 65 as the timing variable instead of survey wave. Education is measured as less than high school education or more. Financial strain is measured with two items: difficulty in meeting monthly bills and how much money do you usually end up with at the end of the month. Respondents reporting a great deal of difficulty meeting monthly bills or not having enough money to make ends meet at the end of the month are coded as having financial strain. Living arrangements are coded as living with spouse or other family members compared with living alone.
Health and health behaviors used in the analysis are chronic conditions, ever smoke, and ever drink. We include controls for six self-reported items that ask whether the respondent has ever been diagnosed by a doctor or medical personnel with one of the following six medical conditions: heart attack, stroke, cancer, high blood pressure, arthritis, or diabetes. The original response categories for each item were yes, no, or suspect/possible. Response categories for each items are coded 1 for "yes" and "suspect/possible" and 0 for "no." Previous research (Skinner, Miller, Lincoln, Lee, & Kazis, 2005) has shown self-reported medical conditions by older adults to be reliably correlated with medical records and physician reports. These six medical conditions are specifically used because each condition has potential to influence physical functioning and disability (Patel, Peek, Wong, & Markides, 2006) . Ever smoke is coded as 1 if respondent reports ever having smoked in the past or currently smoking. Ever drink is coded as 1 if respondent reports ever having been an alcohol drinker.
We control for attrition by including two indicators for whether individuals drop out of the panel: one captures those whose death is observed during the panel and the other captures those lost to follow-up for other reasons. Including these variables captures any additional characteristics associated with differential attrition not captured by our sociodemographic or health variables.
Statistical Analysis
We estimate age-based linear growth curve models to predict the accumulation of functional limitations and disabilities over the 17-year study period, thus creating trajectories of the severity of physical functioning and disabilities using POMAs (0-3) and ADLs (0-7) (Singer & Willett, 2003) . We use respondent's age as the timing variable for these trajectories to assess age-associated changes in functional limitations and disabilities. The models are further stratified by gender due to the widely varying patterns of physical functioning and disability by sex. Prior research has found important interactions between gender and nativity among the U.S. Mexican-origin population (Angel et al., 2014; Garcia et al., 2015; Nam, et al., 2015) . Mexican-origin women live longer than their male counterparts and have a greater opportunity to experience health problems (Angel, Torres-Gil & Markides, 2012) . Furthermore, men and women tend to migrate for different purposes (i.e., family vs employment) and experience migration in unique ways (Markides et al., 2007) .
The growth curve models assume linear individual trajectories based on estimates of person-specific intercepts and slopes or rates of change that describe patterns of change in physical capacity and disability as a function of age (Raudenbush & Bryk, 2002) . When this assumption of the distribution of the outcome is not met, standard errors may be biased. However, alternative model specifications using logged transformations of the dependent variables and estimating Poisson and negative binomial models yielded the same substantive results. These results suggest this analysis was not sensitive to the normality assumption.
We begin by estimating unconditional latent growth curves to establish the mean trajectories of physical functioning, disability and the appropriate functional form (not shown). Based on unconditional models, linear models were the best fit. Covariates are added to identify predictors of deviation from the mean trajectory; our main interest is how physical functioning and disability trajectories vary by age of migration. We first add standard demographic controls, then age of migration. Health behavior and chronic conditions are then included to test how these factors may mediate differences by age of migration. Age is centered at age 65, so that the intercept represents the mean response at age 65. All analyses are conducted in Stata 13 and use the appropriate survey weights to ensure that results are representative. Table 1 presents descriptive statistics of covariates by gender and age of migration. Among men, foreign-born respondents who arrived as children (ages 0-19) on average have more ADLs and POMAs compared with other groups. Conversely, foreign-born women who arrived in late life (after age 50) and early-life report the most ADL and POMA limitations. All immigrant groups report lower levels of education than U.S.-born cohorts, particularly those arriving in late life. Foreign-born respondents arriving in late life also report the highest levels of financial strain. Survey participation was similar across all groups, with average observations ranging from 3 to 3.6 observations by group, and women having slightly more observations on average. The majority of migrants arrived in midlife, with the fewest migrants arriving in late life. Table 2 presents results of multilevel growth curve models for physical functioning and disability trajectories by age of migration for male Mexican elders 65 years and older. Model 1 indicates that foreign-born men who migrated in early life (0-19 years) have fewer ADLs compared with U.S.-born men at age 65, but exhibit no differences in the rate of change in ADLs over time. However, after controlling for drinking, smoking, and chronic conditions, differences by age of migration are no longer significant (Model 2).
Results
Model 4 indicates that foreign-born men who migrated in midlife (20-49 years) and late life (50 years and older) have significantly fewer POMAs at age 65 than U.S.-born men. However, foreign-born men who migrated in midlife (20-49 years) and late life have steeper increases in POMA limitations than U.S.-born and early-life migrants. Even after controls are added in Model 5, these age of migration differences remain significant. These differences hold with controls for attrition (Model 6) and can be clearly seen in Figure 1 . Midlife and late-life migrants start with fewer POMA limitations, but these limitations increase gradually with age, whereas U.S.-born and early-life migrants start with more limitations but experience no increase with age. The health of midlife and late-life immigrant men converges with that of the U.S-born and early-life immigrant population at about age 85, implying that midlife and latelife migrants who survive past age 85 have more functional limitations than early-life migrants and U.S.-born men. This finding is consistent with previous research that suggests the health of Mexican immigrants deteriorates over time and with length of residence in the United States (Markides & Rote, 2015; Riosmena et al., 2015) . Table 3 presents age of migration differences in functional limitation and disability trajectories among women. In Model 1, age at migration did not significantly affect ADL disability. As expected, we find steeper declines in health among less educated (Model 2). Models 4-6 estimate functional limitations using POMAs, showing that midlife (20-49 years) migrants have significantly fewer POMAs compared with U.S.-born women. However, they experience a significantly faster increase in POMA limitations compared with U.S.-born women after controlling for health and health behaviors (see Model 5). Controls for attrition are significant, but do not change age of migration coefficients. The results are illustrated in Figure 1 . Trajectories of POMA limitations are similar for U.S.-born women, early-life migrants, and late-life migrants. Although midlife migrants exhibit better health initially, they experience steeper increases in POMA limitations with age, having significantly more limitations by age 85. Figure 1 also demonstrates that women have more functional limitations than men, particularly at older ages. Notes: ADL = activities of daily living; POMA = performance-oriented mobility assessment. Standard errors are shown in parentheses. Models 2, 3, 5, and 6 also included controls for living arrangements. N = 4,387. *p < .05. **p < .01. ***p < .001.
This diminishing immigrant health advantage illustrates how some foreign-born individuals are able to preserve physical functioning, whereas others experience faster than average declines. A crossover effect among midlife migrant women (at age 75), and midlife and late-life migrant men (at age 82) shows that the degree of health selection varies by sex. Migrant men retain their physical functioning approximately 7 years longer than women.
Discussion
A distinguishing feature of the Mexican-origin population is that, despite relatively low levels of material wealth and education, they have longer life expectancies at birth and at age 65 than Whites. The combination of a relatively unfavorable socioeconomic profile and long life expectancies raises fundamental questions about health and functional capacity in old age. A life-course perspective permits us to better examine the role of age in the immigration process and subsequent health outcomes. This theoretical perspective argues that experiences at early stages in the life-course accumulate to impact health and well-being in late life. The data presented provide evidence of how the life experiences of Mexican elderly people were shaped by nativity, and for immigrants, age of migration to the United States. Although previous research found nativity differences in prevalence and disabled life expectancies in activities of daily living (Melvin et al., 2014; Garcia et al., 2015) , our analysis suggests that the ADL disability trajectories of older Mexican-origin men and women do not vary by age of migration status. However, the observed patterns in physical functioning at 65 among the foreign-born largely reflect a health selectivity hypothesis. Migrants who arrived in early-life resemble the U.S.-born in baseline and health trajectories, a result which may be attributed to their ability to more easily incorporate into mainstream society and accumulate socioeconomic resources, which positively affect health in later life (Angel et al., 2001; 2010; Gubernskaya, 2014; Hill et al., 2012) . Furthermore, the results indicate a healthy immigrant effect for those who migrated in midlife. Midlife migrants exhibit significantly healthier functional capacity outcomes at baseline. Yet, we find midlife migrants have steeper declines for physical functioning, a result in line with the cumulative disadvantage model proposed in other studies (Angel et al., 2001; Gubernskaya, 2014) .
Why would midlife immigrants experience better physical functioning and yet have steeper rates of decline? A likely explanation may be the historical period and government policy under which many Mexican individuals migrated to the United States. For example, a significant portion of midlife migrants (80% of men and 70% of women) came to the United States during the era of the Bracero Program . This cohort of Mexican workers most likely spent decades performing physically demanding labor, with limited access to health care, substandard and overcrowded living conditions, and few labor laws to protect them (Massey, Durand, & Malone 2002) . Thus, their steep declines in functional limitations may reflect experienced patterns of disadvantage that accumulated over the life course.
Late-life male migrants who may have migrated for occupational purposes exhibit a similar pattern, suggesting that labor migrants are by definition healthy enough to migrate, work when they arrive, and are thus self-selected on the basis of good health. Conversely, late-life migrant women did not differ significantly from U.S.-born or other age of migration subgroups in functional capacity. Latinos who migrated in late adulthood have been found to exhibit faster health declines with age in self-reported health (Gubernskaya, 2014) . However, late-life Mexican migrants do not differ from their co-ethnic counterparts by nativity or age of migration in health outcomes and behavioral risk patterns, despite low levels of education (Angel et al., 2010) . In fact, late-life migrants have been shown to have a mortality advantage over U.S.-born, early-life and midlife migrants, suggesting they are somehow selected for longevity (Angel et al., 2010) . Although late-life migrants may have fewer opportunities for social and economic incorporation (Treas, 2015) , they are likely to retain social and cultural factors protective of health (Kimbro, 2009) .
POMA limitations and ADLs both aim to measure physical capacity. However, directly comparing the two scales is difficult, given differences within the scales and the measurement of items. Previous research suggests that, although POMAs and ADLs are correlated, they also tap different dimensions of functioning and physical status (Angel, Ostir, Frisco, & Markides, 2000; Verbrugge & Jette, 1994) . POMAs are objective measures that do not directly assess disability, but rather identify difficulties in physical function that may or may not lead to disability (Tager, Swanson, & Satariano, 1998) . Conversely, ADLs are subjective selfassessments that reflect an individual's ability to adapt to a functional impairment. Discrepancies between physical functioning and disability status may reflect differences in individual perception of ability to complete a specific task Table 2 , Model 6 for men and Table 3 , Model 6 for women.
or a different level of adaptation to functional limitations, which has been observed in other studies (Angel et al., 2000; . Indeed, research on functional limitation and self-reported disability status has documented discord in responses among individuals who could not complete a performance-based task, but reported no difficulties in self-assessments of functional capacity (Angel et al., 2000; Tirodkar, Song, Chang, Dunlop, & Chang, 2008) . Notes: ADL = activities of daily living; POMA = performance-oriented mobility assessment. Standard errors are shown in parentheses. Models 2, 3, 5, and 6 also included controls for living arrangements. N = 6,780. *p < .05. **p < .01. ***p < .001.
Despite this, previous research has found performancebased and self-reported assessments to be highly correlated among older adults (Daltroy et al., 1999) . A recent study among Mexican Americans 75 and older found a more than 80% concordance between performancebased and self-reported assessments of mobility (Nam, Al Snih, & Markides, 2016) , a pattern we observe in our data (results available upon request). However, we find lower levels of concordance based on the summated scores of the different domains. Women, regardless of nativity or age of migration, are more likely than men to report no difficulty in ADLs after being assessed with a physical limitation. Conversely, relative to U.S.-born men, midlife migrant men exhibit higher concordance and latelife migrant men lower concordance across the complete scales. This suggests that midlife migrant men are more pessimistic and late-life migrant men are more optimistic in their self-assessments of physical capacity compared with U.S.-born men. This difference in perspective may have led to the lack of ADL differentials in the analysis above. In addition, previous research suggests language of interview may tap aspects of culture than can potentially influence self-reported health outcomes among Hispanics (Tirodkar et al., 2008) . In the above analysis, midlife and late-life men were more likely than their U.S.-born counterparts to take the survey in Spanish; however, supplemental analysis found that including survey language was not significant.
Finally, the association between functional limitations and disability is not direct. The physical environment plays an important role in determining the extent to which individual impairments translate into disabilities (Verbrugge & Jette, 1994) . Thus, differentials by age of migration in a full battery of POMA limitations versus ADLs observed in the present study may reflect culture and environmental differences in reporting the need of help to perform various tasks that are related to ADL disability (Gill, Williams, & Tinetti, 1995) .
In this study, we examined the extent to which age of migration is associated with functional limitation and disability status as a way to contribute to discussions of the "healthy immigrant effect." These findings illustrate that Mexican immigrants are not a homogeneous group and that migrant health selectivity depends on when and at what age the migrant arrived in the United States. The robust relationship between age of migration and physical functioning suggests that the foreign-born may place serious burdens on state and family finances. In fact, more than 50% of H-EPESE survivors rely primarily on Medicaid for health care. With a rapidly changing demographic profile that includes a large number of aging Mexicanorigin immigrants, our society must implement social and health policies aimed at ameliorating negative health outcomes among immigrant and U.S.-born minority groups. We acknowledge some limitations of this research. As in most longitudinal studies, our study has some nonrandom attrition. Although related to poor health and not immigrant status, this attrition may limit the distribution of our disability measures. Although we account for many of the correlates of attrition and include indicators of attrition due to mortality and other causes, sample attrition may still have introduced some bias. Despite these limitations, our work contributes to ongoing discussions related to the degree to which Mexican elderly immigrants exhibit positive or negative outcomes based on immigration status and time in the United States.
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